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A B S T R A C T   
Work contributes to health and health inequity in complex ways. The traditional exposure-disease framework 
used in occupational health research is not equipped to address societal contexts in which work is embedded. The 
political economy approach to public health directly examines macro-level societal contexts, but the attention to 
work in this literature is mostly on unemployment. As a result, we have limited understanding of work as a social 
determinant of health and health inequity. To fill this gap, we propose a conceptual framework that facilitates 
research on work, health, and health equity in institutional contexts. As an illustration of different social in-
stitutions creating different work-related health, we present characteristics of work and health in the United 
States and the European Union using the 2015 Working Conditions Surveys data. The results also highlight 
limitations of the traditional exposure-disease approach used in occupational health research. Applying the 
proposed framework, we discuss how work and health could be investigated from a broader perspective that 
involves multiple social institutions and the sociopolitical values that underpin them. Such investigations would 
inform policy interventions that are congruent with existing social institutions and thus have the potential for 
being adopted and effective. Further, we clarify the role of research in generating knowledge that would 
contribute to institutional change in support of population health and health equity.   
Introduction 
Clare Bambra opens her 2011 book on work, worklessness, and 
health by stating, “Work is the most important determinant of popula-
tion health and health inequalities” (Bambra, 2011b, p. ix). Most of our 
knowledge about work and health has been accumulated within a 
framework of exposure and disease, in which researchers compare the 
health of workers with varying degrees of exposure and then explore 
physiological pathways that link the exposure to disease (Kant & van 
Amelsvoort, 2017; Rosenstock & Landrigan, 1986). Originally applied to 
physical, chemical, and biological hazards in the workplace, this 
exposure-disease framework has guided investigations of other types of 
hazards as well, such as job stress and shiftwork. It has been useful in 
examining specific hazards and their specific health impacts (Cullen, 
1999; Rosenstock & Landrigan, 1986); however, it does not offer sys-
tematic ways to investigate societal factors that determine the level or 
distribution of exposure (Rose, 1985). In a separate literature, work has 
been examined as a marker of social class; however, health differences 
across social class tend to be attributed to differences either in income 
and education (Wilkinson, 2002) or in job control (Bosma et al., 1997). 
Because these differences are studied mostly in an exposure-disease 
framework, they provide relatively little understanding of how society 
creates these differences, or how we reduce the overrepresentation of 
marginalized groups in unfavorable work situations. These are crucial 
questions in redressing health inequity, and to answer them we must 
incorporate societal factors in the research on work and health. 
Societal forces at a macro-level that create health and health inequity 
are most explicitly examined in the literature of political economy and 
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public health, which argues that “the behavioral and social determinants 
of health are themselves shaped by macro-level structural determinants 
[…] the structures, values, and priorities of political and economic 
systems” (Bambra, 2019, p. 833). Motivated to understand international 
variations in health and health inequity, researchers have compared 
political systems that have different arrangements for distributing ser-
vices such as medical care, education, and unemployment protection. 
There have been calls for investigating health impacts of work in the 
context of political economy (Bambra, 2011a; Burgard & Lin, 2013; 
McLeod et al., 2012), but studies in this field have focused mostly on 
unemployment (McLeod et al., 2012) and insecure employment (Kim 
et al., 2012). 
This limited attention to work has resulted in a missed opportunity 
for mitigating health inequity. The wealth of knowledge in occupational 
safety and health research suggests concrete policy interventions that 
would make work safer and health-enhancing for everyone. Because 
improvements in work would benefit those in the worst work situations 
the most, occupational safety and health policy interventions could be 
powerful tools to reduce health inequity. However, recommendations 
developed within an exposure-disease framework may not be adopted or 
effective if they are incongruent with existing values and institutions. To 
develop useful policy recommendations, we must examine work as a 
social determinant of health and health inequity with an explicit focus 
on how it is embedded in social institutions. The political economy 
approach to public health could bring this perspective. 
In this paper, we propose a conceptual framework that guides health 
inequity research from an integrated perspective of political economy 
and occupational health. It is informed by Muntaner and colleagues’ 
macro-level model (2010), which highlights the social origins of 
employment conditions and health inequity; and by Diderichsen, Evans, 
& Whitehead (2009), which clarifies the multiple roles society can play 
in both contributing to health inequity and potentially preventing it. 
Following the introduction of the framework, we compare characteris-
tics of work and health in the European Union and the United States as 
an illustration of different work-related health in different social con-
texts. This exercise also highlights the limitations of the traditional 
exposure-disease approach. Based on the observations, we discuss how 
our framework may guide new types of research questions embedded in 
societal contexts. We conclude by pointing out possibilities for institu-
tional change and the role of research in the process. 
The work-health relationship in social contexts: A conceptual 
framework 
Sociopolitical values as common roots of social institutions 
This framework distinguishes historical, cultural, economic, and 
political values and priorities in society (sociopolitical values hereafter) 
from more tangible social structures, policies, and practices (social in-
stitutions hereafter) which embody sociopolitical values. Social in-
stitutions are developed, accepted, and maintained only if they 
correspond with prevailing sociopolitical values (Hall & Taylor, 1996). 
The distinction between values and institutions becomes useful in 
considering institutional change. If existing institutions are harmful to 
the health of some members of society and thus create health inequity, 
they need to be changed. The theory of discursive institutionalism 
(Schmidt, 2008, 2011) recognizes the power of discourse, or the ability 
to discuss values that would require new types of social institutions, as 
an impetus for institutional change. We will turn to discursive institu-
tionalism and institutional change in a later section. 
Institutions that create health-damaging and health-enhancing conditions 
With a specific emphasis on work, we identify three types of social 
institutions that create variations in health-relevant conditions: work 
and employment (Arrow A in Fig. 1), general social policies (Arrow B), 
and resources for working people (Arrow C). The first type, work-related 
laws and regulations, determines what kinds of working and employ-
ment conditions exist in the labor market (Arrow A), characterized by 
minimum wage, work hours, employment protection, safety regulations, 
workplace inspections, and so on. Sociopolitical values, which include 
economic ideologies and priorities, are reflected in this type of social 
institution. While it is well documented that the variation in working 
and employment conditions contributes to the variation in health 
(Cullen, 1999; Peckham et al., 2019; Rosenstock & Landrigan, 1986; Van 
Aerden et al., 2016), only a few studies have investigated sociopolitical 
values and working conditions (e.g., Bambra et al., 2014; Bartoll et al., 
2014; Dragano et al., 2011), and the findings are not entirely consistent. 
A second type of social institution is what we call general social 
policies (Arrow B), which do not directly address work but have con-
sequences for working people as members of society (Krieger, 2010). 
These policies pertain to, for example, education, taxation, medical care, 
housing, urban planning, transportation, and environmental protection. 
Because these are social determinants of health, the range of health in 
Fig. 1. A framework for adressing population health from the perspective of work. Solid lines indicacte mechanisms that create health-damaging and health- 
enhancing conditions. Dotted lines indicate mechanisms that place people in health-damaging and health-enhancing conditions. 
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society would correspond to the range of conditions these social in-
stitutions create. Arrow B is generally supported by the literature on 
political economy and public health (Bergqvist et al., 2013; McCartney 
et al., 2019). 
A third type of social institution pertains to services and resources for 
people experiencing certain circumstances such as health problems, job 
loss, temporary or long-term disability, and caregiving responsibilities 
(Arrow C). Some resources are specifically for working people in need: 
for example, sick leave, parental leave, wage replacement and medical 
benefits in case of occupational injury or illness, and unemployment 
benefits. Some of these resources may be available through employment 
and thus overlap with Arrow A. Others are for all members of society and 
therefore overlap with general social institutions on Arrow B; examples 
are affordable childcare, reasonable housing options, and reliable public 
transportation. The overlap among the three types of social institu-
tions—that is, who provides what resources to whom and how—vary by 
society, reflecting its particular sociopolitical values. 
Support for Arrow C can be found in comparative studies on health 
consequences of unemployment. The association between unemploy-
ment and poor health differs across societies, and the differences are 
explained by the generosity of the benefits (Cylus et al., 2015; Ferrarini 
et al., 2014; Shahidi et al., 2016). The generosity varies because, we 
argue, societies find different levels of support appropriate within their 
sociopolitical values. In fact, public attitudes toward social assistance 
have been shown to modify the unemployment-health relationship 
(Shahidi et al., 2016). 
Mechanisms that place people in health-damaging and health-enhancing 
conditions 
In any society, certain population subgroups—defined by age, 
gender, race/ethnicity, religion, tribe, or other social demarcations 
relevant to the society—are systematically placed into health-damaging 
conditions and therefore are likely to experience poor health. First, 
sorting systems determine who works in what kinds of jobs (Hudson, 
2007) (Arrow D). For example, gender stereotypes and job segregation 
in self-fulfilling ways affect which jobs men and women have. The 
different working conditions men and women experience as a result can 
impact their health status. In addition, sorting systems and resulting 
segregation may tacitly influence the effectiveness of occupational 
safety and health regulations (Arrow E). Immigrants are more likely to 
be self-employed or employed in small establishments (Hazans, 2011). If 
small businesses are exempt from certain labor laws, immigrant workers 
would be less protected. A vast majority of care workers—e.g., kinder-
garten teachers, nurses’ aides, hotel room cleaners—are women. Cam-
pos-Serna, Ronda-Pérez, Artazcoz, Moen, and Benavides (2013) argue 
that the traditional view of women as caregivers not only sorts women 
into this type of work but also makes society tolerate poor working and 
employment conditions that women endure in these jobs. 
A third way for social institutions to create health inequity is through 
differential access to resources (Arrow F). Generous programs and ser-
vices may exist both for workers and for the general public, but access to 
such resources may not be universal. For example, reliable public 
transportation may be available only to workers in large cities. Re-
sources in case of occupational injury and illness (e.g. first aid, on-site 
medical services, income replacement, and medical benefits) may not 
be available for self-employed workers. Responsibilities for providing 
these resources vary by society (as shown in overlap among Arrows A, B, 
and C), and so do the mechanisms to manage access to them (e.g., 
universal access, social insurance, and means-tested access). 
Seeing the COVID-19 pandemic using the framework 
The COVID-19 pandemic provides a vivid example of work being 
intertwined with various social institutions. During the pandemic’s early 
stage, the essential business designation (Arrow A) created vastly 
different work situations: while some workers continued working in the 
safety of their homes, others took on heavier workloads, longer work 
hours, and/or higher risks of the infection, and many others lost hours or 
their jobs entirely because the need for the work or service diminished. 
Women, ethnic minorities, and people with limited education were 
overrepresented in jobs that were intensified, involved high risk, or were 
lost (Arrow D) (Blau et al., 2020; Montenovo et al., 2020). The opera-
tions of schools, childcare facilities, and public transportation were 
limited, and peoples’ movements restricted (Arrow B), all of which 
could impact workers’ ability to work. Many societies provided emer-
gency relief funds to individuals and businesses, expanded paid leave 
and unemployment benefits, and banned evictions and utility shutoffs 
(Arrow C). The scope of these relief efforts and the access to them, 
however, varied widely by locale, citizenship or documentation status, 
pre-pandemic employment conditions and many other factors (Arrows 
F). 
Because these extensive policy responses simultaneously impact 
people’s work, health, and well-being, the effect of any policy response 
cannot be understood in isolation by controlling for all other factors, as 
the exposure-disease approach would suggest. Policy responses are 
devised and implemented because, we argue, they correspond with 
existing institutions and sociopolitical values in each society. Income 
replacement, for example, could be provided as unemployment benefits 
or payroll subsidies. The level of resources allocated to these different 
implementations reflects existing employment protection: if it is easy to 
dismiss employees, more unemployment benefits are needed; if it is 
difficult, more payroll subsidies are needed. Employment protection, in 
turn, reflects economic ideologies and history of labor movements in a 
society. If some societies weather the COVID crisis better than others, 
researchers need to examine not only societies’ policy responses across 
various domains but also the sociopolitical values that enabled partic-
ular combinations of policy responses. Such investigations could then 
inform strategies for institutional change that would allow societies to 
better withstand future crises. 
While this is an application of the framework to an extraordinary 
situation, work in ordinary situations can also be better understood with 
particular attention to social institutions. In the next section, we 
compare the United States and the European Union on work-related 
health as an illustration of differences that can be produced under 
different sociopolitical values and social institutions. This illustration 
also highlights limitations of the traditional exposure-disease approach. 
Illustration: health and working conditions in the United States 
and the European Union 
If health and working conditions are products of multiple social in-
stitutions supported by common sociopolitical values, we would see 
different levels of hazard exposure and related health in societies with 
different sociopolitical values. Assuming “significant political and 
institutional arrangements that differentiate the United States from 
other rich democracies” (Bambra, 2019, p. 834), we compare the United 
States and the 28 member states of the European Union (EU28) using 
data from the 2015 European and American Working Conditions Sur-
veys, which are coordinated international surveys conducted with 
representative samples of working populations in participating coun-
tries (Eurofound & International Labour Organization, 2019). The full 
description of the data, sample, measures, and statistical approach is 
presented in Appendix. Fig. 2 shows age-adjusted proportions of workers 
in each region who reported poor health, and Figs. 3 and 4 show com-
parisons of occupational hazard exposure between regions by gender. 
All results in table format are also available in Appendix. 
Limitations of the exposure-disease framework 
The side-by-side description of US and EU28 workers’ health and 
working conditions showed considerable differences but no consistent 
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advantages in either region. Nor did it show clear patterns in observed 
regional differences in working conditions and their presumed associa-
tions with health. For example, a higher proportion of EU workers re-
ported muscular pains, yet ergonomic hazard exposure was more often 
reported by US workers. Similarly, hearing problems were more com-
mon among US workers, but a higher proportion of EU workers reported 
noise exposure. In a traditional exposure-disease framework, these 
incongruencies would be attributed to technical problems such as 
measurement error (e.g., self-reported data are unreliable), cross- 
sectional data (i.e., causality cannot be determined), sample represen-
tativeness (e.g., recruitment processes are different), and the crude na-
ture of the comparison (e.g., only age and gender were controlled in the 
prevalence estimates and no multivariate analyses were done). All these 
are legitimate concerns if the investigation were meant to establish a 
causal association between, for example, ergonomic hazard exposure 
and muscular pains. In fact, for that purpose, international surveys 
would not be the most suitable data sources. However, these seemingly 
incongruent patterns that we observed can prompt further exploration 
of social institutions. 
Understanding work and health through multiple social institutions 
One of the stark differences we see is in the proportion of workers 
reporting poor general health: <3% in the EU28 and >9% in the US 
(Fig. 2). Because the proportion in the general population is about 9% in 
both regions (Eurostat, 2020; National Health Interview Survey, 2018), 
the difference among workers indicates that EU28 may have a stronger 
healthy worker effect (i.e., only people who are healthy enough to work 
are in the workforce). Consistent with this finding, we see a higher 
proportion of US workers reporting chronic health conditions than EU28 
workers. These differences could be better understood if we consider 
multiple social institutions together. The return-to-work literature 
identifies social institutions with different functions as important de-
terminants for people with health problems to engage in paid labor 
(Islam et al., 2014). They include the employer’s responsibility for 
providing accommodation and medical insurance (Arrow A), the cost of 
medical care to the individual and post-retirement financial provisions 
(Arrow B), financial assistance during illness, and disability benefits 
(Arrow C). Additionally, subgroup differences (inequity) can become 
apparent by considering the characteristics of the people who have a job 
with medical insurance, paid sick leave, and other benefits (Arrow D), as 
well as those who have access to medical care and financial assistance 
(Arrow F). Because most studies focus on one factor at a time, they do 
not make clear if returning to work after health problems is beneficial. 
Our framework would help researchers discover specific combinations 
of cooccurring institutional characteristics under which workers can 
benefit from, or harmed by, returning to work. 
Considering multiple working conditions together rather than in 
isolation could also suggest broader intervention approaches that 
involve multiple social institutions. Compared to EU workers, higher 
proportions of US workers report ergonomic risks, high work intensity, 
long workdays, and night and shift work (Figs. 3 and 4). Injury rates are 
higher among US workers (Fig. 2), which may be explained by US 
workers having these more demanding working conditions in addition 
to having poorer general health. If workers are physically vulnerable 
because of poor health and demanding working conditions, injury pre-
vention programs that focus only on workplace safety (Arrow A) may 
have limited effect. Our framework suggests a wider range of social 
institutions to be engaged for injury prevention, such as providing re-
sources that allow people with health problems to stay home or work 
with appropriate accommodations (Arrows B and C), as well as making 
sure these resources reach all workers who need them (Arrows D and F). 
Significant differences in occupational hazard exposure in the side- 
by-side comparisons indicate that the rates could be reduced at least 
to the level of the region with the lower rate. However, this lower rate 
does not necessarily mean that the level is acceptable. For example, a 
sizable proportion of workers in both regions reported lack of task 
discretion. Low levels of job control have been well-documented as a 
predictor of poor health, ranging from cardiovascular disease (Bosma 
et al., 1997) to all-cause mortality (Amick et al., 2002). Also, high work 
intensity was reported by a vast majority of workers in both regions. If 
the scientific consensus has not been used in creating laws and regula-
tions (i.e., Arrow A is blocked), our framework suggests that sociopo-
litical values need to change so that social institutions related to labor 
practice may change. 
We have illustrated our framework using data from two high-income 
multi-state regions, but the general relationships among the factors hold 
in lower-income countries as well. Costa Rica, a middle-income country, 
Fig. 2. Age-adjusted prevalence of poor health indicators among working men and women in the US and EU28, 2015. All differences between the two regions are 
statistically significant at the 0.05 level unless noted as “n.s.” 
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achieves remarkably good population health status despite modest na-
tional economic resources. Campbell Barr and Michael (2020) attribute 
Costa Rica’s success to “the decision to cease investment in national 
defense” (p. e2), which is a sociopolitical value that “free[s] up money to 
invest in health, education, and the welfare of the population” (p. e2). 
The specific ways these institutions were shaped embody the country’s 
sociopolitical values (Arrow B). Nonetheless, health inequities still exist 
in Costa Rica for lower-income, indigenous, and Afro-descendant pop-
ulations (Campbell Barr & Michael, 2020). These social demarcations 
suggest that sorting mechanisms are likely to influence who does what 
kind of work (Arrow D), and whose work is regulated and protected 
(Arrow E). Supportive programs for workers may exist (Arrow C), but 
the proportion of informal labor in the country (i.e., 35–40%) (Pasquali, 
2020) suggests potentially uneven access (Arrow F) if programs are 
designed under the assumption of formal employment. The complexity 
of all these factors emphasizes the importance of considering work and 
health in societal contexts. 
How social institutions can change to support population health 
and health equity 
Existing social institutions have the power to maintain current so-
ciopolitical values and thus resist changes, as earlier institutional the-
ories describe (Hall & Taylor, 1996). For example, environmental health 
and occupational health in the United States are institutionally distinct 
under the separate laws and governmental agencies. As a result, people 
are divided into workers and residents, and their common demand for 
safe environment—both inside and outside the workplace—is weakened 
(Zoller, 2009). However, discursive institutionalism (Schmidt, 2008) 
recognizes that people can discuss ideas outside existing social in-
stitutions while their lives are still shaped by them. The difference be-
tween these outside ideas and current practices of social institutions can 
prompt action. Here, the possibility of change lies. 
It is a long-term project to change an entire society’s sociopolitical 
values and institutions; however, small-scale local efforts may be a 
Fig. 3. Age-adjusted prevalence of selected occupational hazard exposure among working men in the US and EU28, 2015. All differences between the two regions are 
statistically significant at the 0.05 level unless noted as “n.s.” 
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promising starting point. Hagedorn and colleagues (2016) provide an 
example for workers changing local labor practices through union ne-
gotiations. Reviewing union contracts in a wide range of industries in 
the US Pacific Northwest, they found that union contracts achieved more 
than safer working conditions and higher wages: the workers gained a 
more balanced relationship with employers so that they did not have to 
sacrifice personal and family needs in order to keep their jobs. Socio-
political values may have shifted as a result of these union activities, and 
the social institutions related to work in the Pacific Northwest may now 
conform to these new values. 
Researchers have a crucial role to play in institutional change: how 
they do research has consequences in either maintaining or changing 
existing social institutions. To highlight this point, we contrast two 
surveillance reports on COVID-19 among workers published in a same 
journal. Kambhampati and colleagues (2020) described characteristics 
of healthcare workers who had COVID-19. With detailed clinical infor-
mation (e.g., underlying chronic medical conditions, exam findings, 
treatments, and the outcome), the authors concluded that obesity pre-
vention and healthy lifestyles were important to reduce healthcare 
workers’ risk for poor COVID-related outcomes. Decontextualizing 
healthcare workers’ COVID-19 experiences, this study maintained the 
discourse of biomedical risk factors and personal responsibility for 
health. In contrast, Rubenstein and colleagues (2020) distinguished 
structural factors (e.g., job tasks, housing arrangements, transportation 
options) from behavioral factors (e.g., social gathering, use of masks), 
both relevant to COVID transmission. In their sample of poultry pro-
cessing workers, foreign-born workers were less likely to engage in 
high-risk behaviors but more likely to experience high-risk structural 
Fig. 4. Age-adjusted prevalence of selected occupational hazard exposure among working women in the US and EU28, 2015. All differences between the two regions 
are statistically significant at the 0.05 level unless noted as “n.s.” 
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factors both inside and outside of the workplace (e.g., physical prox-
imity with coworkers, crowded housing, and shared rides to work). This 
study not only proposed immediately actionable workplace in-
terventions but also presented a concrete way to discuss workers’ health 
embedded in a larger social context. Through this type of research, we 
can generate knowledge about work and health that would prompt 
institutional change toward a more equitable society. 
Conclusions and future directions 
Understanding working people’s health with a clear awareness of its 
institutional contexts is imperative for developing policy interventions 
that make a difference. Our framework promotes “theory-driven data- 
informed” (Haardörfer, 2019) studies of work and health that incorpo-
rate the simultaneous influences of societal forces. Such investigations 
require high quality data that are comparable across time and place, and 
collecting these data requires long-term national and international 
collaboration and commitment. We need data at multiple lev-
els—workers’ experiences and institutional structures at various levels 
of society. Some sociopolitical values may be captured in the general 
social opinion surveys that many countries conduct or can be inferred 
from existing institutional practices. Linking different sources of infor-
mation takes not only technical savvy but also innovative thinking, 
which we hope our framework inspires. In addition to using existing 
data in unorthodox ways, researchers should take advantage of the 
power of qualitative research, whose major strengths include the dis-
covery of meanings and mechanisms that are currently unknown and 
thus cannot be captured with close-ended survey questions. Collabora-
tions with colleagues in social sciences and humanities will advance and 
enrich our thinking. Working with unions, employers, policy makers, 
and civic organizations will offer effective means for putting new ideas 
into institutional practices. It is our hope that the framework presented 
here opens avenues for productive interdisciplinary collaboration and 
research-practice integration. 
Work, an essential part of society, is intertwined with various social 
institutions. Because it is a social determinant of health, improving the 
quality of work contributes to overall population health and reduces 
health inequity at the same time. Health inequity could be further 
reduced by ensuring access to resources for everyone and by dismantling 
sorting systems that systematically place certain subgroups in less 
healthy work. To contribute to this process, population health re-
searchers must embrace the complexity of work and address it in its 
societal contexts. 
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